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The tra nslation of the fram ew ork directive 89/391/EEC (C ouncil Directive 89/391/EEC) into n a tional law aims at supplying o ccu p a tio n a l protection and health care to all employees of large, small, and medium-sized enterprises (SMEs) likewise, depending on assessed exposure. Prior incom plete protection of the Germ an w orkforce w ith bias against the SMEs requires an assessment of q uantitative and qualitative adequacy o f present o ccu p a tio n a l health care practice and also o f future needs.
Therefore, the Federal Institute for O ccupational Safety and Health of G erm any in itiated a study to evaluate the present state o f o ccu p a tio n a l health care in 4 regions w ith different geo g ra p h ic and econom ic structure. Based on these data the future dem and for adequately trained o ccu p a tio n a l physicians w ill be estim ated by em ploying a statistical method th a t allows for in clu d in g a large num ber o f m odifying variables (econom ic development, dem ographic change, etc.).
Expected result o f the applied technique are the estimated minim al and maximal num ber o f o ccu p a tio n a l physicians th a t have to be trained to meet future dem and. In the same study models of best practice will be identified and F or m ore than one century G erm any developed step by step a very complex and comprehensive system of legislation and institutions for the prevention of industrial accidents and occupational diseases that proved to be undoubtedly very effective as measured by the downwards trend of these two indicators. A t least since the introduction of the Germ an H ealth and Safety Act of 1974 (Arbeitssicherheitsgesetz, 1973) equal access to occupational health care for all workers was intended, but due to the lack of specialized staff at that time, exemptions had to be m ade for small-scale enterprises thus leaving roughly half of the workforce without occupational health care.
New emphasis was placed upon a m odern approach to preventive occupational health and the development of occupational health services (OHS) for all by adopting the third action program of the European Commission, especially by the framework directive 89/391/EEC (Council Directive 89/391/EEC), translated into G erm an law in 1996 (Arbeitsschutzgesetz, 1996) , and incidentally also by concom itant international strategy papers of the W orld H ealth Organization and the International Labor Office.
The task could be so very easy. Realizing that at a given time only some 50% of the workforce are under occupational health care coverage, one simply would want to double the num ber of trained occupational physicians over the next few years, and soon full coverage ought be reached. W hich unfortunately, of course, would not be true, as we are operating under unstable socio economic conditions, and also lessons and assumptions learned from larger industry cannot be directly transferred to small-scale enterprises.
In order to allow for adequate planning of capacities, the Federal Institute for Occupational Safety and H ealth of Germ any initiated a study to assess the present state of occupational health care in four regions with different geographic and economic structure (urban-rural, east-west), and also to evaluate the current medical practice in terms of quantitative and qualitative adequacy of care. Based on these data the future dem and for adequately trained occupational physicians will be estimated by employing a statistical m ethod that allows for including a large num ber of modifying variables (scenario technique).
In the first place these variables with influence on the delivery of occupational health care will be defined and rated by experts according to im portance. Also, a basic understanding of what is to be considered good occupational health care in terms of quantity and quality has to be agreed upon to begin with.
W hich factors then are likely to influence the delivery of quantitative and qualitative adequate delivery of occupational health care? We have to look at the occupational physician or, m ore exactly, at the extent of the m arket availability o f occupational health care. We have to m ake best guesses on future economical development and also consider the size and structure of our future workforce. Last, but not least, we have to take into account that full coverage will not start suddenly from one day to the next, we are rather dealing with a process.
The very complex and highly decentralized structure of the G erm an occupational health care system does not allow for immediate introduc tion o f occupational health care for all. It rather needs a transition period until finally all workers of all occupations and trades will be under care by the year 2004. According to the often quoted WISE (W ork Im provem ent in Small Enterprises, an ILO program drawing on work experience from developing countries), we should build on local practice. A nd that means in this case that we have to proceed with our traditional dual system in occupational safety and health, and try to coordinate the activities and interests of our 16 states (Bundeslander) and our 75 accident insurance funds (35 for various industries and commerce, 20 for agriculture, 20 for the public sector), as they have to agree upon new regulations.
If we talk about health for all, we need to find out what " all" will be in future.
• We assume that there will be more small-scale enterprises (SCEs) in future, as they tend to be m ore flexible in their response to m arket demands. However, SCEs require also special logistics to be served cost-effectively by OHS.
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• Large companies are supposed to have negative employment net growth.
• The economic development in the eastern and the western p art of G erm any may be different. • M oving from classical production to the service sector, we have to consider new risks at work. Does that mean more or fewer physicians or at least differently trained physicians? • Besides our traditional problems we have to anticipate the effects of organizational changes and of new technology. We will probably have to deal with all kinds o f informal work and also with increasing rates of unemployment.
• Our future work force might be older in average and, therefore, m ore in need of occupational health care due to the demographic change, but it is also possible it will not, if we do not keep the elderly on.
Even if it is quite difficult to predict the future, it should be at least easy to assess the present, in terms of expressing the num ber of occupational physicians needed to serve a certain number of employees by drawing on experience, this experience being stored away in the databases of the organizations in charge. However, even this proves to be anything but easy. To m ake a sad story short: This body of data does not exist.
• The Federal Cham ber of Physicians keeps record on any licensed occupational physician, as long he or she is alive and pays annual dues, whether practicing or not. From a recent regional Germ an study we know that only about 80% of recorded occupational physicians are indeed in practice (N auert et al., 1998) . In order to obtain reliable data cross checks with several other databases, kept by the labor inspectorate, the occupational accident insurance funds, and the professional organization of occupational physicians have to be made. All these data sets are incomplete subsamples of the total num ber o f practicing occupational physicians.
• W hat do we have to know about our colleagues? We should know their age distribution in order to make assumptions on when they will retire and thus have to be replaced.
• We should know if they are working full-time or part-tim e or, to be m ore exact, how m any hours they work, as the classical concept of m ost occupational accident insurance funds still requires a certain fixed am ount of occupational health care time per employee per year, depending on the hazard category of the enterprise. However, even here there is change, as some occupational accident insurance funds start to base their requirements for occupational health care rather on actual risk assessment.
• We want to know if our colleagues are fully-trained occupational physicians, or if they have some kind of abbreviated-though legally accepted-m inor form of training, which still exists as a not too small left-over from the early beginnings of occupational health care, when there was an obvious shortage o f professional company doctors that just could not be overcome otherwise.
• We want to know in which type of organizational structure they are practicing. Some o f these data m ay be drawn from officially collected data. Others will have to be obtained by questionnaire from a representative stratified sample.
The results will be used for modification and deepening of earlier m ade assumptions on future trends in occupational health care that should be used for scenarios of alternative future projections, one being based on m ore conservative assumptions, one on more progressive ones.
M odels of best practice will be identified mainly by drawing on expert opinion, especially from actors in the field with good insight into the practice, for example, members of professional organizations, or professionals from labor inspectorates and occupational accident insur ance funds.
These models will then be evaluated by structured interview, using the already developed criteria for assessment o f good practice, in order to identify transferable elements useful for general application.
Conclusions from these interviews will be also used to further correct and specify the assumptions made for the development o f alternative
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scenarios of the conditions surrounding occupational health services in the years to come. The study was initiated quite a while ago. Actual work finally started in Novem ber 1997. Final results are expected by the end of January 2000. M odels of best practice and future scenarios will be presented in a w orkshop in Berlin in December 1999.
W e trust the d ata m ight be useful in assisting our decision makers in m aking the necessary arrangem ents for educating the right num ber of well trained occupational specialists. 
